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BS-01
ALGORITHMS IN CBD EXPLORATION – 
TIMING AND APPROACH
L. Nathanson
Abstract not available at time of publication.
should proceed to laparoscopic cholecystectomy and opera-
tive cholangiogram. Where CBD stones are found these may 
be managed either with laparoscopic techniques or with a 
planned post operative ERCP. Most general surgeons and 
some HPB surgeons prefer post operative ERCP.
A planned post operative ERCP must be facilitated with 
the passage of an ante grade stent. The passage of the ante 
grade stent at laparoscopic cholecystectomy increase the 
cannulation and clearance rates of the CBD, reducing the 
need for repeated procedures and is associated with a signifi -
cantly reduced incidence of post ERCP pancreatitis.
Potential limitations to planned post operative ERCP are: 
very large (>25 mm) stones, multiple CBD stones and previ-
ous gastric surgery that limit or prevent endoscopic access 
to the ampulla.
BS-04
OPEN CBD EXPLORATION HOW AND 
WHEN
R. C. Shah
Lilavati Hospital & Research Centre, Mumbai, India
The overall incidence of Choledocholithiases varies between 
10–18% {1}. Over the years the approach to managing CBD 
stones has seen many new options. From the era of Open 
cholecystectomy (OC) and open CBD exploration (OCBDE) 
we have moved to laparoscopic Cholecystectomy (LC) and 
laparoscopic CBD exploration (LCBDE). This along with 
ERCP either pre or post operatively with or without use of 
stent has presented to us several options.
ERCP has actually been over utilized at many centers 
for managing choledocholithiases. A recent Cochrane review 
has shown an advantage of OCBDE over pre or post opera-
tive ERCP in terms of a higher clearance and reduced 
mortality and morbidity {1}. Many centers claim a high 
success for LCBDE upto 97% {2} but many of these are 
tertiary centers. The management of choledocholithiasis is 
also dictated by the availability of equipment, operative 
time and surgical expertise prompting many surgeons to 
refer patients for pre operative ERCP. Managing CBD stones 
detected on Intraoperative cholangiography (IOC) depends 
on the number, size of the stones and CBD and skill of 
the surgeon. OCBDE though time consuming has shown a 
100% clearance rate and can be performed by all surgeons 
irrespective of their laparoscopic skills. ERCP should be 
reserved for cholangitis, suspicion of malignancy or 
Mirizzi’s syndrome.
BS-05
ACUTE CHOLANGITIS – RISK FACTORS 
AND MANAGEMENT
T. G. Wilson
Flinders Medical Centre, Adelaide, Australia
Acute cholangitis characteristically presents with the cardi-
nal clinical signs of jaundice, fever with rigors, associated 
with biliary-type abdominal pain, so-called Charcot’s triad, 
named after the 19th century French physician, Jean-Martin 
BS-02
APPROACH TO THE LAPAROSCOPIC 
COMMON BILE DUCT EXPLORATION
N. Jarufe
Digestive Surgery Department, Pontifi cia Universidad 
Católica de Chile
There are several procedures for extraction of common bile 
duct (CBD) stones. Endoscopic extraction has a high suc-
cessful rate, but it adds an additional procedure to patient and 
it has 5 to 19% morbidity rate. Accordingly, ERCP should 
be considered only in patients with known stones or strongly 
suspected. Laparoscopic exploration of the CBD is an attrac-
tive alternative because it can solve both cholelithiasis and 
choledocholithiasis in a single minimally invasive surgery. 
However, it is a diffi cult procedure that requires laparoscopic 
expertise and adequate equipment including, cholangiogram 
catheter, pneumatic dilators, Fogarty catheter, stone extractor 
basket and fl exible choledochoscope, among others.
Laparoscopic CBD exploration can be performed by two 
approaches: trancystic or by choledochotomy. The trancystic 
approach is preferred because it preserves biliary tract integ-
rity, however it requires several conditions: a dilated cystic 
duct, small and distal stones due to the diffi culty of turning 
the choledocoscopy and basket to the proximal bile duct. 
When stone extraction is successful, the cystic duct is clipped 
and the procedure is fi nished without biliary drainage.
A laparoscopic choledochotomy is necessary when a tran-
scystic exploration is not possible or was unsuccessful. It is 
the preferred approach in proximal, large or multiple stones. 
In selected cases the choledocotomy can be closed with fi ne 
suture without biliary drainage (T-tube).
In this conference we will discuss in detail the indications, 
alternatives and technical aspects of laparoscopic exploration 
of the CBD. There will be several videos to illustrate 
both approaches with its technical pitfalls and possible 
complications.
BS-03
ENDOSCOPIC TECHNIQUES FOR CBDE
M. Cox
Nepean Hospital, Sydney, NSW, Australia
ERCP is and effective treatment for the majority of CBD 
stones. It is the preferred method of treatment for unexpected 
CBD stones that present some time after a cholecystectomy 
has been performed.
The role of ERCP prior to cholecystectomy is limited to 
3 clinical presentations where the mode of presentation 
demands the CBD be managed initially. There are: cholan-
gitis, severe biliary pancreatitis and persistent obstructive 
jaundice. Patients that present with other clinical pictures 
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Charcot. The fevers and chills indicate a bacterial septicae-
mia and when combined with mental confusion and shock, 
as described by the American surgeon, Benedict Reynolds, 
represent a surgical emergency requiring urgent decompres-
sion of the biliary tract.
Typically, the healthy biliary tract is sterile. Even in the 
presence of bacterial colonization, cholangitis does not 
occur unless there is obstruction to biliary drainage. With 
stagnation of bile fl ow, bacterial growth is more likely to 
occur. As biliary pressure rises the defense mechanisms 
of the bile duct wall are overcome and bacteria can enter 
the systemic circulation through hepatic venules and lym-
phatics. The subsequent release of infl ammatory mediators 
results in the characteristic clinical syndrome seen in septic 
shock.
In our society, the most typical etiology is bile duct 
obstruction secondary to gallstone disease but any obstruc-
tive biliary tract pathology may present with cholangitis. Any 
prior surgical, radiological or endoscopic intervention of the 
biliary tract increases the risk of bacterial colonization and 
therefore carries a risk of cholangitis.
The fundamental treatment is establishment of biliary 
drainage along with appropriate antibiotic and resuscitative 
measures. Ideally, endoscopic drainage via ERCP is the pre-
ferred technique if anatomically possible and appropriate.
BS-06
ACUTE CHOLECYSTITIS-EMPYEMA GB
A. K. Agarwal
Abstract not available at time of publication.
BS-07
LIVER ABSCESSES
G. Pande
Abstract not available at time of publication.
BS-08
HIV AND HPB SURGERY
M. D. Smith
Chris Hani Baragwanath Academic Hospital, University of 
the Witwatersrand, Johannesburg, South Africa
Sun Saharan Africa is in the midst of the HIV and AIDS 
epidemic. Very little has been published regarding the epide-
miology and management of HIV and AIDS on the HPB 
organs. In South Africa the presentation and natural history 
of the disease is changing as more people have access to 
antiretroviral drugs (ARV’s). However the administration of 
ARV’s has signifi cant side effects particularly on the hepatic 
and pancreatic systems. Aids related cholangiopathy (ARC) 
is a sclerosing condition of the intra and extra hepatic biliary 
tree. Its pathogenesis is uncertain and seems to be related to 
the opportunistic infections. The prevalence of this disease 
is changing and it would seem that ARV’s have reduced the 
prevalence. The outcome from surgery in the HIV positive 
patient is similar to that in immune competent patients; 
however in the AIDS patient cholecystectomy as with most 
other operations has a signifi cantly worse outcome. 
Pancreatitis especially the severe form of the disease is 
reported as being signifi cantly more common. In addition the 
outcome in the severe form of the disease is worse than 
reported in immune competent patients. Diagnosis and man-
agement is similar. ARV’s cause pancreatitis themselves. 
HPB cancers are not more common but lymphomas are, and 
can be diffi cult to distinguish from adenocarcinoma or from 
Mycobacterium Tuberculosis of the pancreas. The under-
standing of this disease in the HPB organ system is limited 
and most of the information is from audit reports. Funding 
for research in HIV and AIDS is directed at vaccine develop-
ment and therefore diffi cult to access.
BS-09
THE IMPACT OF PET SCANNING ON 
THE MANAGEMENT OF LIVER TUMORS
K. Moodie
Peter MacCallum Cancer Institute, Melbourne, Australia
F18-FDG remains the most utilized tracer in hepatic 
PET imaging. Improvements in PET-CT technology have 
improved both sensitivity and specifi city for assessment of 
liver lesions. However, imaging workup of the liver lesion 
must still be optimized by protocols tailored to effi ciently 
utilize both structural and functional imaging.
A review of the latest technological advances in PET-CT 
that have improved imaging of the liver lesion will be pre-
sented and a systematic approach to the workup of the liver 
lesion will be proposed.
BS-10
ADVANCES IN ULTRASOUND IMAGING
R. Gibson
University of Melbourne, Melbourne, Australia
The most signifi cant advance in ultrasound (US) imaging 
over the past decade for liver imaging is the dissemination 
of microbubble contrast enhanced imaging (CEUS). CEUS 
agents are used in over 65 countries, have a high level of 
safety and diagnostic effi cacy, and all high-end ultrasound 
units now have CEUS capability. Two of the three main 
agents are purely intravascular and the third combines intra-
vascular enhancement with late phase macrophage uptake. 
After injection in a peripheral vein, enhancement of liver and 
lesion echogenicity is observed over several minutes in arte-
rial, portal and late phases.
Main applications:
1. Focal liver lesion (FLL) characterization – the dominant 
role and may substitute for CT or MRI after conventional 
US, or clarify equivocal CT or MRI fi ndings. Differentiation 
between benign and malignant focal lesions has high 
accuracy, similar to CT and MRI, and is especially high 
for diagnosis of hemangioma and focal nodular hyperpla-
sia. Characterization of FLL in cirrhosis has moderately 
high accuracy, although some hepatocellular carcinomas 
(usually well differentiated and/or small) overlap in 
behavior with non-tumor nodules.
Diagnostic usefulness diminishes with lesions <10 mm 
diameter, especially if deep or in large patients.
2. Lesion detection
– metastases: CEUS provides similar accuracy to conven-
tional CT and MRI and is much superior to conven-
tional US.
– HCC: CEUS is not practical as a screening tool.
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3. Tumor therapy – monitoring performance and, in some 
cases, follow up of ultrasound guided physical ablation of 
tumors; and in research role at least, monitoring response 
to antiangiogenic tumor agents.
BS-11
INNOVATIONS IN MRI
M. D. Goodwin
Austin Health, Melbourne, Australia
This brief overview of the most recent developments in the 
ever-evolving fi eld of magnetic resonance imaging will bring 
you up to date with the advances relevant to hepatobiliary 
and pancreatic specialists. Amongst the topics to be dis-
cussed are the advances that have been made in the under-
standing of hepatocyte specifi c magnetic resonance imaging 
contrast agents, as well as the emerging technology of mag-
netic resonance elastography.
BS-12
ENDOSCOPIC ULTRASOUND IN 
SURGICAL DISEASES OF THE LIVER
R. B. Vaughan
Austin Hospital, Heidelberg, Melbourne, Australia
Endoscopic ultrasound (EUS) is a minimally invasive 
imaging modality that provides high-resolution images of the 
biliary tree and surrounding structures. EUS allows limited 
imaging of liver parenchyma from the proximal stomach, 
antrum and duodenal bulb however it lacks the penetration 
of the more powerful external probes for complete liver 
imaging. EUS is ideally suited to the evaluation of the extra-
hepatic biliary system which can be performed with either 
the radial echoendoscope (perpendicular scanning plane to 
the scope axis) or with a linear array echoendoscope (parallel 
scanning plane to scope axis). EUS is a sensitive test for the 
detection of biliary stones in the common bile duct and 
gallbladder when transabdominal US is non-diagnostic and 
remains sensitive even when stones are very small and ducts 
non-dilated. EUS has been shown to be accurate in the diag-
nosis and staging of bile duct and gallbladder cancers, and 
is especially useful for small tumours. Imaging into the hilum 
is challenging and is better achieved with the linear echoen-
doscope from the duodenal bulb. The linear scope allows 
EUS fi ne needle aspiration, which can increase the diagnos-
tic accuracy of EUS in biliary strictures with very little addi-
tional risk. Furthermore, imaging with the linear array 
echoendoscope has allowed the development of therapeutic 
options for the management of biliary tree lesions such as 
biliary drainage procedures. EUS guided rendezvous, EUS 
guided choledochoduodenostomy and left hepaticogastros-
tomy under EUS guidance are examples of newer techniques 
utilizing the therapeutic linear echoendoscope.
BS-13
FISTULA FOLLOWING DISTAL 
PANCREATECTOMY
T. J. M. Lalisang
Digestive Surgery Division, Cipto Mangunkusumo 
Hospital, Faculty of Medicine, University of Indonesia, 
Jakarta
Pancreatic fi stula is the most common major complication 
after distal pancreatectomy, ranging from 5% to 40%. 
Pancreatic leakage often leads to further complications, such 
as fl uid collections or intra-abdominal abscesses.
The technique of closure of the transaction surface of the 
pancreas and the volume of the remaining gland were found 
to affect the risk of pancreatic fi stula. Other factors such as 
malignancy, trauma, patient’s age, concomitant splenectomy, 
or obesity are also implicated as potentially important.
Various strategies have been employed to decrease the 
incidence of PF, including pharmacologic manipulation, and 
modifi cations and refi nements in the surgical technique. 
Furthermore, adequate drainage is the prerequisite in all pan-
createctomy However, it is clear that early recognition of 
PF and prompt institution of appropriate treatment is the 
cornerstone in the prevention of potentially devastating 
consequences.
Direct distal pancreatic duct suture with non absorbable 
material we suggest as a procedure to decrease the fi stula 
formation.
BS-14
DEHISCENCE OF PANCREATIC 
ANASTOMOSIS AFTER 
PANCRATICODUODENECTOMY (PD)
R. Ardhanari
Meenakashi Mission Hospital & Research Centre, Tamil 
Nadu, India
Dehiscence of the pancreatic anastomosis after PD is the 
most serious complication of PD. The severity also depends 
on whether major bleeding complicates the issue.
The following points will be addressed:
1. Is there a difference of dehiscence after PG or PJ?
2. Imaging modality to be chosen.
3. Once diagnosed the best treatment –
• When to choose radiology
• If surgery what are the options
– Reanastomosis
– Plain drainage
– Undo anastomosis and drain stump
– Total pancreatectomy.
BS-15
DELAYED GASTRIC EMPTYING
W. Prasad, P. Bhalla and R. Gowda
Lilavati Hospital & Research Centre, Mumbai, India
Delayed gastric emptying is perhaps the most hyped & least 
understood of the complications following pancreaticoduo-
denectomy. Though not potentially life threatening in itself 
it adds to signifi cant morbidity & prolongs hospital stay. 
Some of the factors implicated include pancreatic anasto-
motic failure, reduced motilin levels, disruption of vagal & 
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sympathetic fi bers to the antropyloric region & perhaps an 
acute angulation of the duodeno-jejunal anastomosis.
The new defi nition of DGE proposed by the ISGPS (2007) 
adheres to the concept of fast track surgery in reducing hos-
pital stay & costs incurred.
Treatment is directed primarily towards prevention & and 
include issues such as type of resection (Std PD v/s PPPD), 
(PPPD v/s SSPPD), type of enteric continuity (antecolic v/s 
retrocolic anastomosis), prophylactic use of pro kinetics & 
most importantly preventing pancreatic & biliary fi stulae. 
Treatment ranges from reinsertion of the NG tube in the mild 
form to parenteral support & intervention in the severe forms 
of DGE.
BS-16
HAEMORRHAGE FOLLOWING PD
N. Merrett
Abstract not available at time of publication.
BS-17
SURGICAL TIPS IN PERFORMING 
A HEPATICOJEJUNOSTOMY
S. S. Sikora
Manipal Institute of Liver & Digestive Diseases, Manipal 
Hospital, Bangalore, India
Introduction: Bilioenteric anastomosis is a frequently per-
formed procedure by HPB surgeons. Bile leaks, intra-abdom-
inal collections and sepsis are the dreaded complications 
which may result in anastomotic strictures. Tips for perform-
ing a safe and effective anastomosis are discussed.
Methods: The key surgical principles associated with a suc-
cessful hepaticojejunostomy are: exposure of healthy, well 
vascularized proximal bile ducts which drain the entire liver, 
and preparation of a suitable segment of intestine (most often 
a Roux-en-Y limb of jejunum >60 cm) for a mucosa to 
mucosa, tension free anastomosis between the well vascular-
ized proximal bile duct/s and the jejunum. Techniques of 
dealing with diffi cult scenarios such as infl amed friable 
ducts, thin walled and non-dilated duct are discussed. 
Indications for transanastomotic biliary drainage or long 
term stenting are discussed.
Results: Over a period of 20 years, the incidence of bile leak 
was 3.5% and strictures was 4.5% following a HJ for a 
variety of indications. Adaptation of the above techniques 
has resulted in a signifi cant decrease in bile leaks following 
HJ.
Conclusions: A meticulous technique minimizes morbidity 
following a HJ with excellent long term results.
BS-18
SPHINCTEROPLASTY AND 
CHOLEDOCHODUODENOSTOMY
B. Knowles1,2,3
1Royal Melbourne Hospital, Parkville, Victoria, Australia; 
2St Vincent’s Hospital, Fitzroy, Victoria, Australia; 3Peter 
MacCallum Cancer Centre, East Melbourne, Victoria, 
Australia
Introduction & Methods: Since the development of ERCP, 
sphincteroplasty (SP) and choledochoduodenostomy (CDD) 
are two techniques that are now infrequently performed. 
Although most hepatobiliary surgeons include them in their 
therapeutic armamentarium their usefulness and indications 
are debatable. The aims of this presentation are to: (1) review 
the surgical techniques of both procedures; (2) debate their 
indication(s) after reviewing the best available clinical 
evidence.
Conclusion: CDD with a large biliary-enteric (>2 cm) anas-
tomosis is associated with a low incidence of recurrent chol-
angitis, calculi, sump syndrome or bile gastritis. Its role in 
cases of choledocholithiasis is limited to clinical scenarios 
when endoscopic decompression is not possible and hepati-
cojeunostomy not indicated e.g. Secondary choledocholithia-
sis in patients with previous duodenal bypass. Endoscopic 
sphincterotomy (ES) has largely replaced all indications for 
transduodenal sphincteroplasty. Again a role exists if the 
papilla is endoscopically inaccessible or after re-stenosis of 
successful ES.
BS-19
APPROACHES TO SEGMENT III DUCT
R. Finch
Abstract not available at time of publication.
BS-20
THE USE OF THE GALLBLADDER FOR 
BILIARY BYPASS
V. Muralidharan
Abstract not available at time of publication.
BS-21
FUSION TECHNIQUES IN 
LIVER RESECTION
P. Jagannath
Lilavati Hospital & Research Centre, Mumbai, India
Liver transection is performed by multiple techniques. Finger 
fracture (digitoclasia), clamp crushing (Kellyclysis), Cavitron 
ultrasonic surgical aspirator (CUSA) and Hydro-jet need 
additional coagulation devices for hemostasis. Pre coagula-
tion techniques include RF-HABIB 4×, Tissue link, Ligasure 
and Gyrus forceps. Lateral parenchymal damage and biliary 
leak are the disadvantages. None of these are ideal and there 
are no convincing data of superiority of a single technique. 
The choice is often based on individual surgeon 
preference.
An ideal transection technique should be easy to assemble, 
ergonomically convenient, cost effective replacing multiple 
expensive devices in operating room. “Fusion technique” 
uses a single instrument providing both precise parenchymal 
dissection and at the same time. Focus® is a 14 inch long 
Kelly like instrument attached to a harmonic generator. The 
curved tapered tips of the instrument allow precise dissection 
with a gentle clamp-crush technique that splits the paren-
chyma to expose the vascular structures. The blood vessels 
(up to 5 mm) are sealed by coaptive coagulation at low 
temperatures (50 to 100°C). It can be used to seal vessels up 
to 5 mm and along with long curved tip it can be used to as 
dissecting instrument. On a high speed mode the liver capsule 
and superfi cial parenchyma can be split with ease.
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No instrument exchange for coagulation is selective 
advantage with the “Fusion technique”. Focus® with its 
Kelly-clysis ability provides an easy and rapid parenchymal 
split while the harmonic technology ensures a simultaneous 
adequate coagulation.
We have used this technique in all types of hepatic resec-
tions and have found it particularly useful in non-cirrhotic 
livers.
BS-22
STAPLING TECHNIQUES
T. C. Gamblin
Abstract not available at time of publication.
BS-23
LIGASURE FOR LIVER PARENCHYMAL 
TRANSECTION
R. Bryant
Royal Brisbane Hospital, Queensland, Australia
The Ligasure device (Covidien) is a system for delivering 
bipolar diathermy energy, using a range of hand-pieces that 
can include an integrated cutting blade. It is a useful tech-
nique for liver parenchymal transection in both open and 
laparoscopic surgery, but the choice of hand-piece and the 
particular technique used are quite specifi c. The Ligasure V 
5 mm dolphin-nosed hand-piece is used. Saline is gently 
irrigated over the area as it is activated to prevent charring. 
The device is activated during the act of closing the jaws, 
rather than closing and locking the jaws completely before 
activating, which requires the use of the foot-pedal as using 
the integrated hand-piece switch is ergonomically too diffi -
cult during this maneuver. The cutting blade is activated to 
divide small structures. If a signifi cant venous or portal struc-
ture is encountered then the cutting blade is not used, but the 
jaws can be activated several times over the same area to 
dissected out the structure, which can then be divided using 
clips or stapling devices.
BS-24
WATER JET TECHNIQUES
S. Cleary
Abstract not available at time of publication.
BS-25
LAPAROSCOPIC ASSISTED WHIPPLE 
PROCEDURE
A. Khaimook
Hatyai Hospital, Thailand
Abstract not available at time of publication.
BS-26
LAPAROSCOPIC DISTAL 
PANCREATECTOMY
M. Nikfarjam
University of Melbourne Department of Surgery, Austin 
Health, Heidelberg, Victoria, Australia
Background: Improvements in minimally invasive tech-
niques have increased the utilization of laparoscopy for the 
management of pancreatic disorders. Laparoscopic distal 
pancreatectomy has emerged as an effective technique for 
managing premalignant and malignant neoplasms of the pan-
creatic body and tail.
Methods: Videos demonstrating the technique of laparo-
scopic distal pancreatectomy are presented.
Results: Laparoscopic distal pancreatectomy can be per-
formed by various techniques. In some cases the use of a 
hand port can provide additional assistance, in particular for 
resection of larger tumors. Spleen preservation when indi-
cated is achieved by preserving the splenic artery and vein 
or by purely be maintaining its short gastric blood supply 
(Warshaw technique). The technique employed depends on 
the location and nature of the lesion and surgeon preference. 
Laparoscopic distal pancreatectomy results in reduced blood 
loss and shorter length of hospital stay based on the results 
of large series.
Conclusions: Laparoscopic distal pancreatectomy, with or 
without splenectomy is increasingly becoming the gold stan-
dard approach for management of neoplasms of the pancre-
atic body and tail.
BS-27
LAPAROSCOPIC PROCEDURES FOR 
NET OF THE PANCREAS
J. Samra
Abstract not available at time of publication.
BS-28
MINIMALLY INVASIVE TECHNIQUES 
FOR PANCREATIC NECROSIS
S. K. Mathur
Abstract not available at time of publication.
BS-29
APPROACH TO SPLENIC TRAUMA – AN 
OVERVIEW
K. Martin
Abstract not available at time of publication.
BS-30
WHY AND HOW SPLENIC FUNCTION 
SHOULD BE PRESERVED
P. Evans
Abstract not available at time of publication.
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BS-31
HOW I DO IT: SPLENECTOMY FOR 
TRAUMA
B. N. J. Thomson
Hepatopancreaticobiliary & Trauma Surgeon, Royal 
Melbourne Hospital, Melbourne
Splenectomy remains one of the commonest procedures for 
solid organ trauma, particularly as a result of blunt trauma. 
For isolated splenic trauma the majority of patients can be 
managed conservatively with a high chance of splenic pres-
ervations. For higher grade injuries the majority of hemody-
namically stable patients with an arterial blush on computed 
tomography (CT) scanning can be managed with splenic 
embolization. The commonest indication for splenectomy is 
when urgent trauma laparotomy is performed for hemody-
namic instability and the spleen is actively bleeding.
The operative approaches to splenectomy will be described. 
Most injuries can be initially controlled with peri-splenic 
packing if management of other intra-abdominal injuries 
take priority. The technique of splenectomy will differ 
according to the urgency required for hemostasis.
BS-32
HOW I DO IT: LAPAROSCOPIC 
SPLENECTOMY FOR MASSIVE 
SPLENOMEGALY
M. Smith
Alfred Hospital, Victoria, Australia
Laparoscopic Splenectomy has become the gold standard for 
elective removal of the normal sized but pathological spleen. 
Since the advent of this approach caution has been exercised 
with regard to the enlarged organ based upon the risk of 
haemorrhage from the enlarged vascular pedicle and hilar 
vessels. As laparoscopic techniques have developed massive 
spleens have been successfully removed via hybrid and hand 
assisted procedures but most recently utilising a purely 
laproscopic approach. 
This talk will cover the pathologies of massive spleno-
megaly that indicate splenectomy and highlight those suit-
able for laparoscopic surgery. Tips and techniques of this 
procedure will be shared.
